Introduction
Bus drivers, when compared to employees of other occupational groups, have higher rates of mortality and morbidity from hypertension, gastrointestinal illnesses and musculoskeletal problems (1) . Wellbeing of bus drivers is associated with safety of travelers and other road users, and therefore researchers have been concerned about the physical and mental health of bus drivers (2) (3) (4) . Some studies on health of professional drivers in Taiwan identified cardiovascular disease (such as hypertension, coronary artery disease, myocardial infarction), cerebral vascular disease (stroke), gastrointestinal illnesses (such as peptic ulcer and digestive problems, musculoskeletal disorders (including back and neck pain), cancer, etc. to be common diseases and ailments among bus drivers (5;6). 
Methods
Face-to-face interviews using a standardized questionnaire were administered collecting data on perceptions regarding hypertension prevention, susceptibility, severity, benefits and barriers, cues to action, taking health action, etc.
A five-member expert panel was convened to ensure validity of the first draft questionnaire. The total CVI (content validity index) was 0.88, indicating high content validity. Modification was made accordingly. Thereafter, the questionnaire was pilot tested in a group of 31 taxi drivers and further revised before being administered by trained staff. This study was approved by the ethics committee of Taipei City Hospital (TCHIRB-1000508-E).
Measurements
The questionnaires came in three parts:
• Part I obtained demographic data including sex, age, educational level, length of service, presence of hypertension, presence of chronic disease, self-perceived health, self-reported economic status, exercise habits, frequency of measuring BP, etc.
• Part II contained 8 items regarding knowledge of hypertension control, where correct responses scores 1 point and incorrect or 'don't know' responses scored 0 point. • Part III: Key variables of the HBM include perceived susceptibility of a health condition, perceived severity of a health condition, perceived benefits and barriers, cues to action and taking health actions. Reliability of perceived susceptibility, perceived severity, perceived benefits and barriers, cues to action and taking health action was 0.916, 0.849, 0.790, 0.703 and 0.851 measured by Cronbach's α, indicating good reliability.
Statistical Analysis SPSS 17.0 was used for descriptive and inferential analyses including chi-square tests and logistic regression. We used those with hypertension as reference group and adjusted for demographic variables and knowledge of hypertension.
Results
A total of 1,091 interviews were conducted. Some surveys were excluded because of incomplete data, leaving 963 valid copies for analysis. It represented a response rate of 88%.
In Taiwan, research applying the HBM to explore factors associated with cardiovascular diseases and hypertension found that 38% of the variance of modifying behaviors was explained by self-efficacy, actual risk factors, work status and health beliefs. Self-efficacy was the strongest predictor (16) . In other cases, research that adopted HBM examined a community sample of Korean Americans and concluded that knowledge of hypertension, self-efficacy and self-care behaviors were positively associated with hypertension self-care. Self-efficacy emerged as the most significant contributor (17) .
In terms of cues for action, previous research indicated that lecture-based health education and telephone counseling were effective to improve knowledge, self-efficacy and health-related quality of life among patients with chronic diseases, but ineffective in modifying smoking and exercise behavior (18) . Media awareness programs targeting hypertensive patients showed significantly reduced blood pressure (BP) compared to control (19) .
Other important factors that influence health behaviors also include work site policies and environment (20) .
This study aims to examine the prevalence rate of hypertension and the perception of hypertension, health belief and other factors among hypertensive and nonehypertensive bus drivers.
Methods and Materials
Subjects 1,091 out of the total of 1,100 employees from a bus company in Taipei participated in the cross-sectional study. Table 1 indicated better hypertension knowledge in the hypertension group (28%) than its counterpart (15%), but overall scores remained low (p < 0.001). Table 2 (appendix) and Table 3 show that the perceived susceptibility part, where 71% of non-hypertensive respondents did not think they were likely to develop hypertension; 54% hypertensive and 30% non-hypertensive respondents perceived a likeliness of developing cerebral vascular disease due to poor BP control (p<0.001). Non-hypertensive respondents perceived significantly lower likelihood than their hypertensive counterparts, with OR = 0.081 (p < 0.001).
Demographic profile of the sample is shown in table 1. The majority of the respondents were men (n=936), accounting for 97%. Among male respondents, 20% or 187 of them had hypertension. Age distribution of hypertension was 18% in the 30-40 age group, 41% in the 40-50 age group, and 42% in the group over age 50. Most (70%) were high school graduates.
80% of hypertensive drivers also suffered from other chronic diseases (p < 0.001). However, no significant difference was observed regarding smoking, betel nut chewing, alcohol use and exercise between hypertensive and non-hypertensive respondents.
As BP checking was required before each duty regardless of having hypertension or not, no statistical difference was observed between two groups. 72% of drivers had The sum of items does not equal the total number of items because of missing values. When test assumptions were violated, Fisher's exact test was used. Also, the Bonferroni correction was used in this study. As for the perceived benefits and barriers, only regular BP measuring was significantly different between two groups (p < 0.05). Nonetheless, 97% of respondents agreed that regular BP checking helped identify early hypertension. Non-hypertensive respondents perceived 
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Perceived Benefits
Checking BP regularly helps identify early stages of hypertension.
.037 0.017
Perceived Barriers
You do not know the causes of hypertension.
.799 N.S.
You do not know how to take BP.
.508 N.S.
No BP measuring instrument is available in the place you live.
1.505 N.S.
Perceived Severity
You agree that your company places emphasis on employee's health.
.650 N.S. .578 N.S.
How likely do you feel you may develop eye complications due to poor BP control?
1.424 N.S.
Cues to Action
You have read electronically transmitted messages about hypertension control from TV, radio, internet or outdoor LCD monitor. significantly lower likelihood than their hypertensive counterparts, with OR = 0.037 (p < 0.05).
Regarding cues to action (Table 4) , information acquired from health care providers (75%). Distribution among the hypertensive respondents in the above mentioned items was significantly higher than the non-hypertensive group (p < 0.001). Non-hypertensive respondents perceived significantly lower likelihood than their hypertensive counterparts, with OR = 0.396 (p < 0.01).
Other variables of the HBM, after controlling for the confounders, did not reach the significantly different level in our study.
Discussion
Creating Health Promoting Workplace
The main finding from this project investigating knowledge, attitude and intention about hypertension among bus drivers was that about 1/5 suffered from hypertension. The prevalence doubled for drivers older than 45 years of age, and the large majority of hypertensive drivers had supplemental co-morbidity. Although the scores on knowledge remained quite low, the hypertension group scored significantly higher than the none-hypertensive group.
Although the prevalence rate seems to have declined when compared with data in 2001 (21), it was still higher than other populations receiving health examinations. Prevalence of everyday smoking (43%), chewing betel nut (3%), drinking alcohol (2%) and no regular exercise (32%) became lower than in 2008 (2).
In Sweden, a 15-year follow-up study observed a 50% increase in mortality from myocardial infarction among male drivers compared to other groups of employment. Moreover, bus drivers are also at high risk of ischemic heart disease (IHD), as seen in a 10-year panel study in Denmark of bus drivers working in a high traffic intensity area (22) .
Another study using medical records of annual physical examinations in Taipei Municipality indicated significant higher prevalence of IHD among bus drivers (9) . Similarly, hypertension rate for bus drivers in Taipei Municipality was significantly greater than the reference group after adjusting for age. In our study, 80% of hypertensive drivers also suffered from other chronic diseases.
In our study, almost everyone agreed that regular BP It is believed that personal trait and experience, perception of a particular behavior and consequence of the behavior are three important factors that contribute to health promoting behavior change (23) . To achieve this, interventions that ensure tangible benefits and produce cost-effective results in a short time might be a good strategy. Health promoting workplace should be a good approach to start with.
At present, tobacco control was the main agenda for the Bureau of Health Promotion in the workplace setting. We suggest that knowledge and health behaviors checking helped identify early hypertension, but about one third of all respondents did not know the causes of hypertension one fifth to one quarter did not know how to take a BP, did not have a BP measuring instrument around or even considered BP measuring troublesome. Results from local and international research suggest a necessity to improve hypertension knowledge, control and occupational health awareness.
In general, the bus drivers demonstrated insufficient knowledge and attitude about hypertension, despite a higher likelihood in the hypertension group of receiving health education from health providers due to their physical condition.
Moreover, there remained room for improved behavioral action. Road passenger transport industry should be responsible for not only quality transport but safety for both passengers and other road users, and the key to Missing data 6
The sum of items does not equal the total number of items because of missing values. When test assumptions were violated, Fisher's exact test was used. And the Bonferroni correction was used in this study. Health campaign for bus drivers should be tailored and different from other segments of the population in order to meet their need. For example, chronic diseases prevalence in this group should be identified and addressed in work site health screening programs and policies. Campaign scheduling should also take into account work pattern of bus drivers. Health communication should be made easily accessible, easy to understand, up-to-date and digitalized whenever needed.
The limitation of this study is the lack of self-efficacy and health-related quality of life domains. And the managers' intention would be a critical variance in the workplace; it is needed for further evaluation.
Conclusions
This investigation found that bus drivers had inadequate knowledge and attitude about hypertension, and that their behavioral intention also need to be enhanced. Data showed relatively low perceived severity of disease. Although perceived benefits were higher than perceived barriers, cues to action remained insufficient. Thus, likelihood of preventive action need a boost.
Safety of passengers and other road users are major concern of the mass transportation industry. Work site health promotion will be effective strategies to ensure safety. Intentions of corporate managers and executives to implement work site health promotion programs are influenced by cost-containment, personal belief, moral responsibility and social norms. It is a common challenge for employees, employers, unions and health professionals to tackle in order to come up with a model that caters to workers of different characteristics.
In this study we found that the two groups showed no significant difference in terms of health lecture, one of the cues to action. Only 15.5% attended such lectures, regarding chronic diseases and creating a friendly environment to exercise should be integrated in the workplace health promoting programs, particularly in the passenger transport industry.
In reality, managers' intention about worksite health promotion seem to be influenced by their beliefs, moral responsibility and social expectation, in addition to cost (24) . Social expectations and public incentives played a significant role to motivate business owners to implement worksite health promotion programs (25) .
Accessibility of Diversified Health Education
Our findings indicate that in three items, i.e. regularly BP checking helped identify early hypertension, perceived likelihood of developing hypertension and information received from health care providers, non-hypertensive respondents perceived significantly lower likelihood than their hypertensive counterparts.
Findings from this study point out that bus drivers with hypertension do not perceive their disease to be of high severity. But although they perceived higher benefits than barriers, cues to action were still lacking, leaving room for improved likelihood of behavior change.
A minor part participated in health education lectures but more reported other channels of receiving information such as electronic media, print media , friends and family, and health care providers, with higher prevalence in the hypertensive group. It suggests that traditional approaches like lectures was not effective for professional drivers and therefore do not achieve expected results. Nevertheless, non-hypertensive bus drivers reported a lower likelihood to receive health information from health care providers than hypertensive drivers did.
Multiple channels of information transmission and localized health promotion strategy should be highlighted in today's work site health promotion programs. As Maibach and colleagues pointed out (26) , health communication is a key component of disease prevention and health promotion. Providing persuasive health information is part of the socialization process in which every individual is empowered to view health as his own business.
In Taiwan, health issues such as wide application of biotechnology, universal health insurance, spread of epidemics, litigation against physicians and fitness awareness have become an increasingly vital part in life. Health has also gained prominence in the political agenda. In recent years, people's increased attention to en- but about 70% of them received information from other means such as electronic media, print media, friends and family and health providers. It could be concluded that since lecture-based health promotion was proven ineffective, efforts should be made towards diversified health communication and context-specific health promotion. It is important to further explore the potential of media, today's main source of health information for most people, in order to improve individual and public health. 
